Uterine inertia is a condition occurring in the course of labour when the contractions are demonstrably weaker, less frequent or shorter than normal. During the first stage of labour the effect of the contractions is to dilate the cervix; therefore when inertia is present this dilatation proceeds more slowly, leading to prolongation oflabour. Arbitrarily, it may be assumed that when labour lasts more than twenty-four hours some degree of inertia is present. There is some difficulty in assessing the length of labour. Generally it is measured from the onset of painful uterine contractions, a subjective symptom not always coincident with the beginning of labour which, theoretically, should be measured from the start of the dilatation of the cervix.
Section of Obstetrics and Gynaecology
[January 16, 1948] DISCUSSION ON THE MANAGEMENT OF UTERINE INERTIA IN THE FIRST STAGE OF LABOUR Mr. D. M. Stern: Uterine inertia is a condition occurring in the course of labour when the contractions are demonstrably weaker, less frequent or shorter than normal. During the first stage of labour the effect of the contractions is to dilate the cervix; therefore when inertia is present this dilatation proceeds more slowly, leading to prolongation oflabour. Arbitrarily, it may be assumed that when labour lasts more than twenty-four hours some degree of inertia is present. There is some difficulty in assessing the length of labour. Generally it is measured from the onset of painful uterine contractions, a subjective symptom not always coincident with the beginning of labour which, theoretically, should be measured from the start of the dilatation of the cervix.
Divergent opinions are found in the textbooks as to the cause of inertia, its treatment and results. Therefore, these remarks are based on the experience of a series of some 5,000 cases.
The causes may be summarized: (a) Badly fitting presenting part; malpresentation and deformity of the feetus; abnorm.alities of the birth canal, including placenta pravia; prematurity, hydramnios and twins; small head in a large lower segment. Over-distension of the uterus is not a factor here. Alleged causes: (a) General debility and disease-no evidence of this in the present series. (b) Early rupture of the membranes tends to increase rather than reduce uterine contractions. When associated with inertia the latter is due to a badly fitting presenting part. (c) Fibroidsonly when associated with age, hormonal or congenital causes. (d) So-called rigid cervixprobably the result of hypertonic type of inertia.
Treatment.-(a) Prophylactic; correction of abnormal presentation. Removal of fear and ignorance. Attention to bladder and bowels. (b) Active treatment-not practised in the present series. (c) Passive treatment-rest, food, drink, sedatives (chloral, pethidine, morphia, pentothal); attention to bladder. Present condition of the patient should be treated and the length of labour ignored. Total Professor H. J. Drew Smythe: For the management of inertia in the first stage of labour, it is necessary first to determine the type of inertia present.
There are three main types of primary inertia. The first is characterized by ineffectual contractions from the commencement of labour. Pains are poor, and may continue so for several days. The presenting part is well adjusted to the lower segment, and the membranes do not rupture early. Contraction and retraction are feeble. This is true primary inertia.
The second is the "colicky" uterus described by Miles Phillips. The patient has strong painful contractions from the commencement of labour. Nevertheless the cervix is slow to dilate, the membranes rupture early and the onset of foetal and maternal distress is common. This type of inertia is often associated with posterior positions of the vertex, and with the android pelvis. It is due to loss of polarity of the uterus.
The third type is that which is associated with fear. From an early stage of labour, the patient becomes hysterical, and calls out for immediate delivery. There is no relaxation by the patient between pains, and during them she uses every voluntary muscle against the uterine forces. There is inhibition of cervical dilatation by the higher centres.
In treatment of the first type, the prolonged use of sedatives only worsens the condition. It is essential that these patients should remain active during the day, and a sedative be given only at night, to ensure sleep. Usually the cervix will dilate gradually, but it may take several days; there is no danger as long as the membranes remain intact. If the membranes do rupture, then our anxiety is increased, and intervention may be necessary. Once the cervix is fully dilated, forceps delivery is indicated. Special care must be taken during the third stage, as again inertia may be experienced. The placenta should not be allowed to remain in utero for more than two hours, as definite shock is associated with its retention beyond this limit.
In the second type, sedatives are definitely indicated throughout the first stage. The usual mixture of pot. brom., chloral and tr. opii at three-hourly intervals is helpful in the early stages. Nembutal and other barbiturates can be used instead at this stage. When the cervix has reached quarter dilatation, pethidine in combination with chloral gives good results. With the onset of faetal or maternal distress, further management depends on the cervical dilatation. If the cervix is half-dilated, then manual dilatation is usually successful. If dilatation is not up to half, then incision of the cervix or caesarean section is indicated.
In the third type, if one could detect this from early pregnancy, treatment should commence at once by lessons in relaxation, and by gaining the patient's confidence. It is most important in all cases, and especially so in this third type, that the patient should be, during the antenatal period, in the care of the obstetrician who is to attend her at the confinement. This type may, sometimes, be foreseen, or may come as a complete surprise when labour commences.
Treatment of these cases is by explanation of what is occurring, and the necessity of the process, and by the giving of sedatives. Morphia is indicated at night, twilight sleep is an alternative. On full dilatation, early application of forceps is often indicated owing to the importunity of patient or relatives.
Secondary uterine inertia may occur during the first stage, but is almost certain to be due to disproportion, and operative interference is necessary.
Mr. J. V. O'Sullivan: Tnertia means the prolongation of labour over thirty hours. A cardinal sign of inertia is slow dilatation of the cervix which in bad cases remains at 2-3 fingers for three or more days. Dilatation of the colon is also well marked in severe cases.
Treatment.-In all cases of inertia a cause should be sought and disproportion excluded. If disproportion is present the treatment is often surgical, but apart from these cases medical treatment will succeed in the great majority of patients. All cases of inertia should be treated as test labours, and given plenty of glucose and carbohydrates to prevent acidosis, and tests should be made regularly for acetone in the urine.
Only mild sedatives such as pot. brom. 20 grains, and chloral hydrate 30 grains, should be given during the first stages, but later pethidine 100 mg. should be added. The administration of sedatives should be avoided for as long as possible. Morphia should never be given as a routine. It is essential, however, in cases due to fear, tonic uterine contraction, or for cases with ruptured membranes and severe constant backache.
Patients suffering from inertia should be given all possible encouragement and attention, a treatment described by Smellie as "beguiling the patient". Uterine stimulants.-An ordinary oil bath and enema are useful in many cases, but should not be repeated. CEstroform, up to 100,000 units, is an aid in some cases associated with prematurity or postmaturity. Pitocin, 1 to 2 units half-hourly, may be given when the membranes are intact and there is no foetal distress or disproportion.
Sepsis.-Sepsis should be prevented or controlled by giving sulphonamides and penicillin as a routine to all cases of inertia. After seventy-two hours the danger of foetal and maternal distress, if not already present, is imminent and the risk of cxsarean section increases. Hence on the third day a complete obstetric examination should be carried out including an antero-posterior and lateral X-ray examination. A catheter specimen and vaginal swabs should be sent for examination. Suirgical treatment.-(1) Continuous traction is useful occasionally but more especially is it used when the child is dead.
(2) In cases where the cervix is thin, stretched and 2 to 3 fingers dilated, the pains weak and regular, no disproportion expected at the outlet, the head deeply engaged (almost on the perineum), and the mother or baby showing signs of distress, I recommend cutting the cervix at 9 and 3 o'clock for half an inch each side and then gently pushing the cervix up, especially in front. No aneesthetic is necessary, or at most only gas and air. Some of these patients deliver themselves spontaneously in six to eight hours, others require a low forceps.
(3) Where there is feetal or maternal distress which necessitates immediate delivery, I recommend a large medio-lateral perineotomv then, under direct vision or under touch, I again cut the cervix, if 3 fingers dilated, at 3 and 9 o'clock, but if only 2 fingers at 12, 8 and 4 o'clock. In each case the incision should be taken to the lateral fornix taking special care not to cut the vaginal wall as the fornix is approached. This part of the operation is sometimes difficult. I then apply forceps and deliver, first doing manual rotation where necessary.
(4) CQsarean section has only very limited use in the treatment of inertia. It is obviously necessary for all cases of disproportion with early maternal or foetal distress. I usually perform a lower segment transverse incision in the uterus except in cases of contraction ring, general tonic contraction and certain cases where the foetus is verv large and the head fixed firmly in the brim with little liquor in the uterus, when I do a so-called lower segment vertical incision. There is no doubt in my mind that cutting of the cervix in suitable cases in young women is better than cxesarean section.
In some cases where the child is large and post-mature and the widest diameter not through the brim, the cervix thick and not more than 2 to 3 fingers dilated, I recommend lower segment cxsarean section even where the child is dead, because I believe it is safer and better for the mother. I believe G. F. Gibberd agrees with this method of treatment in suitable cases. Professor W. C. W. Nixon: Until recently it was difficult, if not impossibie, to assess the activity of the uterine muscle at a three dimensional level-centimetres, grammes, seconds. This is now possible with Lorand's tocograph (1947) . It is now possible even for the uninitiated to measure uterine action with accuracy especially when Lorand's more recent instrument, the tocometer, is used. Professor Douglas Murphy (1947) Prophylactic treatment.-TJterine inertia has its highest incidence among primipara. Encouragement, sympathy, explanation and the administration of the proper sedative at the right time can do much to allay fear and remove the inhibiting effect this has upon the dilatation of the cervix. Active movements in the early part of the first stage should be encouraged. Fluid balance and the nutrition of the parturient woman need to be carefully controlled.
Treatment of established uterine inertia.-For lo2g it has been the practice to administer sedatives. In many instances after a period of mental rest the woman has proceeded to deliver herself normally.
Pituitary extract.-The haphazard use of this powerful drug is rightly condemned, but there does seem to be a place for it in selected cases of uterine inertia. By the use of Lorand's tocograph it is possible to determine which case would benefit from such treatment. In the nresence of disproportion, malpresentation, excessive parity, the drug is dangerous. Again if the tracing shows the uterus to be in a state of hypertonic inertia an oxytocic drug should never be given. It is when the tracing shows hypotonic inertia (low resting tone, infrequent contractions with a low amplitude) that the case is an ideal one for this therapy. The effect of the first injection (pitocin 1 unit) is seen within a few minutes and the time when the next injection should be given will be clearly indicated. Lorand's classification of inertia into hypotonic, normotonic, hypertonic is of practical value. The tocograph has revealed that there is a type of inertia associated with hypertonus of the uterus that usually has to be terminated by operative delivery.
The effect of pitocin (2 units) when given in the first stage of labour will be seen from the following tracings: Pitocin (2 units) injected twice, twenty-one hours after labour onset, delivery three hours after last injection. Eastman (1947) gives pituitary extract (initial dose i minim and repeated at half-hourly intervals) only after labour has been stationary for eighteen to twenty-four hours with the os dilated 3 to 4 cm. Disproportion and multiparity are contra-indications.
Operative interference.-This can be considered Under three headings: (1) Rupture of the membranes; (2) Diihrssen's incisions and instrumental delivery; (3) CQsarean section.
Every case in which there has been active labour for twenty-four hours should be carefully reviewed with regard to the uterine activity, sedation, and fluid balance. If a vaginal examination has not already been done there is an indication for doing it after this lapse of time.
(1) Artificial rupture of the mnembranes.-Often after rupture of the membranes uterine action, previously sluggish, becomes active and the cervix rapidly dilates. In hypertonic inertia the resting tone of the uterus is abnormally high. This is seen in hydramnios. With rupture of the membranes uterine tone is diminished and uterine contractions thereby increased. The tocograph reveals this conclusively.
(2) Diihrssen 's incisions.-This form oftreatment has been abandoned by most obstetricians.
(3) Casarean section.-At any time delivery may have to be rapidly completed on account of maternal or foetal distress. I believe that the lower-segment operation, transperitoneal or extraperitoneal, together with penicillin and chemotherapy, may be life-saving both for mother and baby. Sheehan (1948) has shown how prolonged labour is the greatest single cause of death from shock.
Colonic distension and atony of the bladder, particularly when this organ, even though empty, becomes drawn up towards the umbilicus, are always ominous. When labour is allowed to be so protracted it is best terminated by caesarean section for in such a case the cervix is usually incompletely dilated. The triad-uterine inertia, atony of the colon and bladder-points to some common xtiological factor of a paralysing nature.
Much harm has resulted from the teaching that delivery must be at all costs per vaginam because the membranes have ruptured. Unnecessary vaginal mutilation predisposing as it does to genital infection has resulted from the adoption of this inflexible attitude in obstetric practice. It is safer to do a caesarean section than a vaginal operation accompanied by much tissue tearing. Abdominal delivery, when the os is only partly dilated, is accompanied with far less trauma than a vaginal associated with multiple incisions of the cervix, vaginal lacerations and an extensive episiotomy.
As yet I have not regretted terminating certain cases of protracted labour by ctsarean section. I wish that for some of the others I had not shown so much zeal for vaginal delivery.
Dr. Joyce Morgan said she had hoped to learn more from the discussion about the condition of the tetanic uterus. In her opinion this condition, formerly known as " rigid cervix", was quite different from uterine inertia. Uterine inertia was a condition of weak, infrequent contractions, whereas in the condition of rigid cervix the contractions were strong and frequent. This is a rare condition, and she had seen only 26 cases out of a consecutive series of 12,000 deliveries. In all these cases the foetal head was on the perineum, and the undilated cervix was pushed out through the vulva, in front of the advancing head. She had treated the first of these cases with caesarean section, and the last 20 cases by incision of the cervix. Small incisions only were required, the soft lower segment dilatitng easily after incisions had been made. They healed remarkably well and gave rise to no trouble. There were no maternal deaths in this series.
Two of these cases were admitted to hospital as emergencies after being in labour for five days, and on admission were found to have dead babies, and a contraction ring, though the cervix was not taken up and admitted only one finger.
Dr. Dick Read: Cases of uterine inertia in the first stage of labour may be divided into three groups which are generally accepted as being concerned with labour, but in my opinion the first group is a pre-labour manifestation and should be recognized as such:
Group I.-Pre-labour contractions without dilatation of the cervix. Group 2.-Labour contractions with cervical dilatation.
Group 3.-Inertia of mechanical obstruction with arrested dilatation. Group 1 is important because it is frequently mistaken for labour. A woman from 37 to 40 weeks pregnant feels uterine contractions which soon become severe and painful. The pain is described as a tight band round the lower abdomen and into the flanks. The contractions are often frequent and colicky, and cause considerable distress; vaginal examination reveals a normal cervix-neither open nor taken up. There is probably little or no contraction of longitudinal fibres.
This pre-labour muscular activity is a psychosomatic manifestation, and arises from exaggerated anticipation and desire for labour to begin. It is almost entirely circular fibre spasm from sympathetic nerve impulses. It can be relieved by sedation: morphia i grain is sometimes indicated, but the condition must be explained to the woman in simple terms. After a few hours' rest and sedative she is instructed to get up and walk, maintaining good posture and relaxed carriage. Not infrequently she returns home for some days to await the onset of labour with no recurrence of the colic. The contractions of true labour are described as quite different and entirely free from the pain she experienced previously.
Efforts to stimulate these cases are ineffective and often dangerous. During these attacks the infant is not embarrassed, but the pain and distress of the mother may tempt the attendant to interfere, if the condition is not recognized.
Group 2 is also cortico-thalamic in origin to a large extent. Chemical factors and muscular ineffectiveness are probably secondary and not primary phenomena.
In a state of apprehension and fear, the protective, inhibitory impulses to the circular fibres override the motor fibres of the longitudinal uterine axis. Not onlv resistance to dilatation occurs, but also weakened motor stimuli. Moreover, the sympathetic nerves supply the muscle walls of the arteries to the uterus and, as Langley and Anderson pointed out, when in action, the volume of blood reaching the muscle tissues is markedly diminished.
Thus, the paucity of nutrition, the inhibition of motor impulses and the resistance of the relatively tonic outlet combine to produce a state of inertia. Complete muscular relaxation, patience and self-control enable labour to proceed. Sleep from time to time is essential, and food in the form of light meals should be given freely. With this treatment, labour will usually terminate within seventy-two to eighty hours in a natural delivery. In the first stage of such a labour, stimulation rarely succeeds, and is to be eschewed. The removal of psychical causal factors allows a progressive although slow cervical dilatation, without exhaustion to the mother or danger to the child. The greatest danger is interference, and should not be resorted to unless clearly indicated by the condition of either the mother or her infant.
Group 3 is an obstetric emergency, and early diagnosis of obstruction to the presenting part is the key to success. The treatment in the first stage is one of three methods: (a) Cmsarean section. (b) Manual or operative dilatation of the cervix and forceps extraction if necessary. (c) To wait for full dilatation and allow delivery or deliver vaginally.
This type of inertia may be dangerous to both mother and child. The infant may suffer from prolonged, frustrated pressure. The mother may become rapidly exhausted and shocked. When diagnosed, the course indicated should be adopted without delay, in spite of apparently weak contractions.
Dr. R. G. Maliphant: Classical uterine inertia is not a common condition and rarely causes practical difficulties. The serious obstetric problem is the irritable uterus commonly seen in association with posterior position of the occiput and in cases of minor disproportion. Uterine action, though vigorous, is inco-ordinate and ineffective, and labour comes to a standstill in the course of the first stage. In my view, cusarean section has a definite but small place in the management of this condition, and should be reserved for cases in which the cervix has not been well "taken up". Usually the cervix is thinned out and manual dilatation followed by forceps extraction is the method of choice. Subsequent confinements in these women take a fairly normal course.
Mr. John Howkins: In the anatomical approach to the problem of the innervation of the uterus we find that the pain centres for the uterus in the cord are situated somewhere between D.1 1 and D. 12, and can be blocked by a local or caudal anesthetic going to this level and not higher; if the caudal is taken higher, as has happened in one of my cases, above D.6, the centres in the cord which subserve uterine contraction are inhibited, and a strong labour can be converted into a case of primary inertia. A better understanding of the anatomy of the nerve control ofuterine contractions in labour might enable one to inhibit spasm, rigidity and lack of polarity in the cervix, without upsetting the power of the detrusor muscle of the uterus.
